Summary of Benefits and Coverage: What this Plan Covers & What You Pay For CoBaadce: Coverage Period: 01/01/201912/31/201¢

E(I\)/Irgggsl?)sCBSNB chool Employeesd -HER&DON h Be¢ Coverage for: All Coverage Type Plan Type: HMO

/. The Summary of Benefits and Coverage (SBC) document will help you choose a heplém. The SBC shows you how you and the
u plan would share the cost for covered health care services. NOTE: Information about the cost of thlizn (called thepremium) will
. ' be provided separately. This is only a summarffor more information about your coverage, or to get a copy of the complete terms
covera?eusn Member Online Servicehtp.//www.nj.gov/treasury/pensions/index.shtim by calling-6092927524 If you do not
currently have coverage with Horizon BCBSNJ a/ou can view a sample pdiity:Hesgw.nj.gov/treasury/pensions/index.shtrilor
general definitions of common terms, suehi@sed amounbalance billingoinsurangeopaymenteductibleprovider or othemunderline

terms see the Glossalou can view the Glossaryatw.cciio.cms.gay call1-6092927524to request a copy.

Important Questions Answers Why This Matters:

What is the overall $200.00 Individual/$500.00 Family Generally, you must pay all of the costs prmwidersup to thedeductiblemount
deductible? for in-network services that do notbefore this plan begins to pay. If you have other family memberglam tbach
require a copaymeiiggregate family member must meet their own individeductibleuntil the total amount o
family. deductibleexpensesgid by all family members meets the overall fégadilictible
Are there services coveredYes.Preventive cale covered befoThisplanc over s some |1 tems and s e rdeduditde
before you meet your you meet youleductible amount. But aopaymentr coinsurancenay apply. For example, thi@ncovers
deductible? certainpreventive servicegthoutcostsharingand bé&ore you meet your

deductibleSee a list of coverpreventive servicas

https://www.healthcare.gov/coverage/preventiagebenefits/

Are there otherdeductibles No. You donoOt dbdaciiestor specmeservices.

for specific services?

}_Nh_atfis t?]_eoult-of;pocket Yes,In-network coinsurance limit The(r)]ut-of-p(r)]cke%t Iirr}ilis the EnOSt'yM]O%Id prz]ay in a year forr1 covered ?eif/ic

imit for this plan~ L ou have other family members in they have to meet their oout-of-
— ii’r?]?lg/.'lg%rlr,l%;il\l/del;r?{ﬁgmgrlglgealthyDOCket limitsuntil the gverall familvut—of-poclget limithas been met.

providers$6,320.00 Individual/
$12,640.00 Family.

What is not included in the PremiumsbalancéilingchargesatEven t hough you pay these @xoppokete
out-of-pocket limit? health care th@and o e s n 6 t limit.

Will you an less if you useYes. For a list of inetwork Thisplanuses @rovider networkYou will pay less if you usgraviderin the
a network provider? providers, see plan'snetwork You will |oay the most if you useoaof-network providerand
www.HorizonBlue.com/shbp or you might receive a bill fronpaoviderfor the difference between th®vider's

call1-806414SHBP (7427) charge and what ygolanpays lfalance billing Be aware yoanetwork provider
might use aput-of-network providefor some services (such as lab work). Ch
with yourproviderbefore you get services.
Do you need aeferralto  Yes. A writtemeferrails required toThisplanwill pay some or all of the costs to sgeegialisior covered services b
see aspecialist? see apecialist only if you have @ferrabefore you see tlepecialist
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“ All copaymentandcoinsurancecosts shown in this chart are after glagluctible has been met, ifdeductible applies.

Common
Medical Event

If you visit a health
carep r o v ioffieer
or clinic

If you have a test

If you need drugs to
treat your illness or
condition

More information abo
prescription drug
coverageisavailable
through your employsg
If you have
outpatient surgery

Ifyouneed
immediate medical
attention

Services You May Need

Primary care visit to treat an
injury or illness

What You Will Pay

Network Provider
(You will pay the
least)

$2000Copayment per
visit Deductibledoes not

apply.

Out-of-Network
Provider(You will pay
the most)

Not Covered.

Limitations, Exceptions, & Other
Important Information

care screeningmmunization

does not apply.

Specialistisit $36.00Copayment per |Not Covered.
visit SpecialisDeductiblg
does not apply.
Preventive No ChargeDeductible [Not Covered. One per calendar year. You may h:

to pay for services that aren't
preventive. Ask your provider if the
services needed are preventive. T
check what your plan will pay for.

Diagnostic teqix-ray, blood
WOFE)

20% Coinsurance

Not Covered.

none

Imaging (CT/PET scans, MRI

20% Coinsurance

Not Covered.

Requires prapproval.

Generic drugs

Preferred brand drugs

Non-preferred brand drugs

Specialty drugs

See separate Prescription Drug Plan SBC

none

Faclility fee (e.g., ambulatory
surgery center

20% Colnsurance

Not Covered.

none

Physician/surgeon fees

20% Coinsurance

Not Covered.

none

Emergency room care

30000 Copayment per
visitfor Outpatient
Hospital Deductibledoes
not apply.

30000 Copayment per
visitfor Outpatient
Hospital Deductibledoes

not apply.

If admitted within 24 hours, the
copayment is waived. Payment at t
in-network level applies only to trug
Medical Emergencies & Accidental
Injuries.

Emergency medical

transportation

20% Coinsurance

Not Covered.

Limited to local emergency transpo
the nearest facility equipped to trea

emergency condition.
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Common
Medical Event

What You Will Pay

Network Provider Out-of-Network
Provider(You will pay
the most)

Services You May Need Limitations, Exceptions, & Other

Important Information

(You will pay the
least)

If you have a
hospital stay

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

If you need help
recovering or have
other special health
needs

Urgent care

$3.00Copayment per
visit SpecialisDeductible
does not apply.

Not Covered.

nhone

[Facility fee (e.g., hospital roor

20% Coinsurander
Inpatient Hospital

Not Covered.

Requires prapproval.

Physician/surgeon fees

20% Coinsurander
Inpatient Hospital.

Not Covered.

Requires prapproval.

Outpatient services

$35.00 Copayment per
Office visit Deductible
does not apply.

20% Coinsurander
Outpatient Hospital.

Not Covered.

Some specialty outpatient services
require prapproval.

Inpatient services

20% Coinsurander
Inpatient Hospital.

Not Covered.

Requires prapproval.

Office visits

for Office.$36.00

Copayment perisit,
SpecialisDeductibledoes
not apply.

$20.00 Copayment peisitiNot Covered.

Cost sharingoes not apply for

preventive servicedaternity care m

include tests and services deedri
elsewhere in the SBC (i.e. Ultrasou

Childbirth/delivery professiong
services

20% Coinsurance

Not Covered.

none

Childbirth/delivery facility
services

20% Coinsurance

Not Covered.

Requires prapproval.

Home health care

20% Coinsurance

Not Covered.

Requires prapproval.

Rehabilitation services

for Office.Deductibledoe
not apply.

20% Coisurancdor
Inpatient and Outpatient

$35.00 Copayment per \Not Covered.

Facility

Requires prapproval.
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Common What You Will Pay

Medical Event Services You May Need Network Provider Out-of-Network  [Limitations, Exceptions, & Other
(You will pay the |Provider(You will pay Important Information
least) the most)
Habilitation services $35.00 Copayment per \INot Covered.
for Office.Deductibledoe
not apply.
20% Coinsurance for
Inpatient and Outpatient
Facility.
Skilled nursing care 20% Coinsurance Not Covered. Requires prapproval. Limited to 12
daysper calendar year.
Durable medical equipment |20% Coinsurance Not Covered. Requires prapproval for all rentals
and some purchases.
Hospice services 20% Coinsurance Not Covered. Requires prapproval.
If yourchildneeds [Chi 1 dr ends ey [53500Copaymentper [Not Covered. Coverage is limited to 1 visit
dental or eyecare visit Deductibledoes not
apply.
Chil drends gl {NotCovered. Not Covered. none
Chil dr end sup d e [Not Covered Not Covered none
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Excluded Services & Other Covered Services:

Serv_ices) YouPlan GenerallyDoes NOT Cover(Check your policy or plan document for more information and a list of any othekcluded
services

s Acupuncture s Long Term Care s  Privateduty nursing (inpatient)
s Cosmetic Surgery s Most coverage provided outside the Unit ; Routine foot care
States.
s Dental car¢Adult) _ s  Weight Loss Programs
s Non-emergency care when traveling out:
the U.S.
Other Covered Service6 L1 mi t ati ons may apply to these ser pandegment) hi s i s
s Bariatric surgery (requires-ppproval) s Hearing Aidscgnly covered for members i ; Infertility treatmentréquires prapproval)
15 or younger
s Chiropractic cardirhited to 20visits/year) s Routine eye care (Adult)
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Your Rights to Continue Coverage:

There are agencies that can help if you want to continue your coverage after it ends. The contact information festisoskeeaplamcat8D0414
7427 (SHBP), the Department of Health and Human Services, Center for Consumer Information aadivestgight, at877267%2323 x61565 «
www.cciio.cms.gowerthe U.S. Department of Labor, Employee Benefits Security Administrai@t-4a443272 omwww.dol.gov/ebsaOther
coverage options may be available to you too, including buying individual insurance coverage through the HelslidhkietlaarsEer more
information about thMarketplacevisitwww.HealthCare.gar call 38003182596.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint agaitestfgowar denial of alaim This complaint is datl agrievancer appealFor more
information about your rights, look at the explanation of benefits you will receive for thatlaiedialirplandocuments also provide complete
information to submit elaim appealor agrievancéor any reason to yoplan For more information about your rights, this notice, or assistanc
contact: Horizon Blue Cross Blue Shield a¥ Bersey Member Services@@@414SHBP (7427¥ ou may al so cont act
Employee Benefits Security Administratior886U44EBSA (3272) avww.dol.gov/ebda/healthreform

Does this plan provide Minimum Essential Coverage? Yes

| f you MipimuntEssentalGoverdgeo r a mont h, youdl | have t cetumanless yoa quplify yomaa n
exemption from the requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards®es

If yourpland o e s n 0 t Minmeue Value Standarg®u may be eligible fopgemium tax credio help you pay for@anthrough the
Marketplace

Fo-see examplesvothis plan might cover costs for a sample medical situation;-see thenext-seetiop.---------------

60f11


http://www.cciio.cms.gov/
http://www.dol.gov/ebsa
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/sbc-glossary/#marketplace
https://www.healthcare.gov/
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#claim
https://www.healthcare.gov/sbc-glossary/#appeal
https://www.healthcare.gov/sbc-glossary/#grievance
https://www.healthcare.gov/sbc-glossary/#plan
http://www.dol.gov/ebda/healthreform
https://www.healthcare.gov/sbc-glossary/#minimum-essential-coverage
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#minimum-value-standard
https://www.healthcare.gov/sbc-glossary/#premium-tax-credits
https://www.healthcare.gov/sbc-glossary/#plan
https://www.healthcare.gov/sbc-glossary/#marketplace

About these Coverage Examples:

: This is not a cost estimator Treatments shown are just examples of howlémnmight cover medical care. Your actual cost
be different depending on the actual care you receive, the pripeswoerscharge, and many other factors. Focus aroite
“ sharingamountsdeductiblescopaymentandcoinsurangeandexcluded seicesunder theplan Use this information to compai
; : the portion of costs you might pay under different hglalls Pease note these coverage examples are basedmy selferag

Peg is Having a Baby Managi ng JQBiabgtest y Mi a Simple Fracture

(9 months of in-network pre-natal care (a year of routine in-network care of a (in-network emergency room visit and
and a hospital delivery) well-controlled condition) follow up care)

y The p | aovéraldeductible $200.0C y Thep | aovéradldeductible $200.0C y Thep | aovéraldeductible  $200.0C

vy SpecialistCopayment $35.0C y SpecialistCopayment $35.0C vy SpecialistCopayment $35.0C
y Hospital (facility) Coinsurance ~ 20% y Hospital (facility) Coinsurance ~ 20% y Hospital (facility) Coinsurance ~ 20%
y Other Coinsurance 20% vy Other Coinsurance 20% y Other Coinsurance 20%
This EXAMPLE event includes services like This EXAMPLE event includes services like This EXAMPLE event includes services like
Sﬁecialist office visigsrénatal care) Primary carphysician office visitm¢luding ~ Emergency room cafiecluding medical supp
Childbirth/Delivery Professional Services  disease education) Diagnostic tegix-ray)
Childbirth/Delivery Facility Services Diagnostic testblood work) Durable medical equipmeotutches)
Diagnostic testsifrasounds and blood work) Prescription druPs Rehabilitation servicgzhysical therapy)
Specialist visjanesthesia) Durable medical equipmégtucose meter)
" Total Example Cost $12,800.C | | Total Example Cost $7,400.C | | Total Example Cost $1,900.C |
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharing Cost Sharing . Cost Sharing
Deductibles $200.0(  Deductibles $1100¢ _ Deductibles $200.0C
Copayments $40.0C Copayments $23.0( Copayments $1900¢
Coinsurance $2,00.0C  Coinsurance $30.0¢ Coinsurance _ _ $170.0
What isndét co What isnét co . . What isndt co
Limits or exclusions $1000C  Limits or exclusions $6040.0C Limits or exclusions $0.0(
The total Peg would pay is ~ $2,300C  The total Joe would pay is  $6410.0C The total Mia would pay is $560.0C

Please note that some of the Limits or Exclusions |
above may be covered under the Prescription Plan

[Thisplanhas othedeductible$or specific services included in this coverage example. See "Are thaedwitiblegor spedic services?" row above.
Theplan would be responsible for the other costs of these EXAMPLE covered services.
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Horizonl.

Horizon Blue Cross Blue Shield of New Jersey

If you need help understanding this Horizon Blue Cross Blue Shield of New Jersey information,

you have the right to get help in your language at no cost to you. To talk to an interpreter, please
call 1-800-355-BLUE (2583) during normal business hours.

Spanish (Espaiiol): Si necesita ayuda para comprender esta informacion de Horizon Blue Cross
Blue Shield of New Jersey, usted tiene el derecho de obtener ayuda en su idioma sin costo
alguno. Para hablar con un intérprete, sirvase llamar al 1-855-477-AZUL (2985) durante el
horario normal de trabajo.

Chinese (132) * AR AFFZH DR B E Oy e va NI AP AR 855 (Horizon
Blue Cross Blue Shield of New Jersey) &k} » &4 HEG B M DL EAIEE S LAY 78D -
WIS B N2 0 SR _EPIRFRI%E 1-800-355-BLUE (2583) -

Korean (¢F=©]): 7}9] AF+= Horizon Blue Cross Blue Shield of New Jersey©ll ¥ 4 1 &
ol at7] A3l F= ALE3t= o2 FEE EwS 0E A7t AU $94H
E9S o s AN N A 7F F <ol 1-800-355-BLUE (2583)% A 3}3] =414 Q.

Portuguese (Portugués): Se precisar de ajuda para entender estas informagdes da Horizon

Blue Cross Blue Shield of New Jersey, vocé tem o direito de receber gratuitamente assisténcia no
seu idioma. Para falar com um intérprete, ligue para: 1-800-355-BLUE (2583) no horario normal
de trabalho.

Gujarati (AexR1dL): oxl dHel 24l <4 ox=A{[ MUl SlRISAA 64 51 64 2lledd UHeyaAlL Heedl or32
S dl, dHed dHIZL G STS 8L W2 IR Hee HAAALAL 2UB51R 6. 51 gMUNAL 1A Ald 524,
SUL 530 AL [Bosdu sast £(MA14 1-800-355-BLUE (2583) U2 i 521

Polish (Polski): Jezeli potrzebujesz pomocy, aby zrozumie¢ informacje planu Horizon

Blue Cross Blue Shield of New Jersey, masz prawo poprosi¢ o bezptatng pomoc w jezyku
ojczystym. Aby skorzysta¢ z pomocy ttumacza, zadzwon pod numer 1-800-355-BLUE (2583)
podczas normalnych godzin pracy.



Russian (Pycckuit s3b1x): Ecin BamM He0OxoauMa noMoIis B pa3bsICHEHUN 3TON HH(OpMALIUH,
npenocrasienHoi komnanueir Horizon Blue Cross Blue Shield of New Jersey, y Bac ectb npaBo
Ha MOJTy4eHNe MOMOIIM Ha BAallIeM POIHOM s3bIKe OecruiaTHO. [t CBA3M ¢ IepeBOAYNKOM
3BoHHTE 10 HOMepy Tenedona 1-800-355-BLUE (2583) B oObrunbie paboune yachl.

Haitian Creole (Kreyol ayisyen): Si ou bezwen éd pou konprann enfomasyon sou Horizon

Blue Cross Blue Shield of New Jersey, ou gen dwa pou jwenn ed nan lang natifnatal ou

gratis. Pou pale avek yon entépreét, tanpri rele nimewo 1-800-355-BLUE (2583) pandan [&é nomal
biznis.

Hindi (&&)): afg 3muer =g 1t 1 380 ERI3sTaT & g oo s Jaar & Gasta H Fergdr
& ST &, AT TS U AT H AT 0T H FErddr U 1 ABR &) Rl gmie & ard
Fe & forw, Fuar FHT F FAT F a1 1-800-355-BLUE (2583) W Hic di|

Vietnamese (Tiéng Viét): Néu can duogc gitp d& dé hleu 0] thong tin nay cua Horizon

Blue Cross Blue Shield of New Jersey, quy vi c6 quyen duoc g1up do bang ngén ngu cua minh
mién phi. Xin goi s6 1-800-355-BLUE (2583) trong gi® lam viéc dé n6i chuyén véi nguoi
thong dich.

French (Frangais): Si vous avez besoin d’assistance pour comprendre ces informations au sujet de
Horizon Blue Cross Blue Shield of New Jersey, vous avez le droit d’obtenir de 1’aide dans votre
langue, sans aucun frais. Pour parler avec un interprete, veuillez appeler le 1-800-355-BLUE (2583)
pendant les heures normales de bureau.

Navajo (Diné): Dii New Jersey bit hahoodzo Horizon Blue Cross Blue Shield, t’44 ninizaad
k’ehji baa hane’ii bik’i diitjth bee shika’ a’doowot ninizingo éi bee na’ahoot’i’ d66 doo baéh ilini
da. Ata’ halne’¢ ta’ bich’{’ hadeesdzih ninizingo t’aa shoodi 1-800-355-BLUE (2583)j1’
nida’anishgo oolkitii bik’ehgo hodiilnih.
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Italian (Italiano): Se vi serve aiuto per capire queste informazioni della Horizon Blue Cross
Blue Shield of New Jersey, avete diritto ad assistenza gratis nella vostra lingua. Per parlare con
un interprete, siete pregati di telefonare al numero 1-800-355-BLUE (2583) durante le normali
ore d’ufficio.

Tagalog (Tagalog): Kung kailangan mo ng tulong sa pag-unawa nitong impormasyon ng Horizon
Blue Cross Blue Shield of New Jersey, may karapatan kang humingi ng tulong sa iyong wika
nang walang gastos sa iyo. Upang makipag-usap sa isang taga-interpret, mangyaring tumawag sa
1-800-355-BLUE (2583) sa loob ng karaniwang mga oras ng negosyo.
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